and found that an ASPECTS of 7 or lower was predictive of MMI. Specifically, the incidences MMI with an ASPECTS of 7 or lower compared to greater than 7 were 77 and 35%, respectively (p < 0.001), whereas the incidences of non-malignant MCA infarction with an ASPECTS of 7 or lower compared to greater than 7 were 23 and 65%, respectively (p < 0.001). The diagnostic cut-off value of 7 provided a 50% sensitivity and 86% specificity for MMI. This timely and insightful study uses a straightforward and validated scale (i.e., ASPECTS) to quickly and reliably predict the subsequent development of MMI. Thus, the diagnostic approach proposed by the authors has the potential to guide medical management and surgical intervention for patients with large territory MCA infarctions. However, a number of other predictive models for MMI have been previously described. In the following, our goal is to discuss the potential practical applications of these predictive models in the clinical setting.
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MMI is a clinically devastating disease process, which is associated with high rates of neurological morbidity, mortality, and poor functional outcome despite aggressive medical and surgical management [2] . While the survival benefit of decompressive craniectomy for patients with MMI has been established by multiple randomized controlled trials, its benefit for functional outcomes remains controversial and is potentially affected by the duration of follow-up, dichotomization of favorable versus unfavorable outcomes, and time frame within which a surgery is performed [3] [4] [5] . The three-year follow-up results of the Hemicraniectomy After Middle cerebral artery infarction with Life-threatening Edema Trial (HAMLET) showed, incongruence with the one year results from the same study that decompressive craniectomy decreased mortality but did not affect functional outcomes secondary to MMI [6] . A recent survey of nearly 2,000 stroke physicians showed a lack of consensus regarding the management of MMI and acceptable outcome following MMI [7] .
Shimoyama et al. developed a predictive model of MMI by retrospectively analyzing 119 patients with large territory middle cerebral artery (MCA) infarction [8] . Approximately, half of the patients included in the study (48%) developed MMI. There were no differences between the MMI and non-MMI cohorts in baseline patient demographics, medical comorbidities, or neurological exam at presentation as measured by the National Institute of Health Stroke Scale (NIHSS). Taking into account the computed tomography (CT) and magnetic resonance imaging (MRI) radiologic findings and serum laboratory data, the authors performed multivariate logistic regression analysis to identify anterior cerebral artery territory involvement (p = 0.002), serum glucose of at least 145 mg/dl (p = 0.002), MCA M1 segment susceptibility vessel sign (p = 0.013), and diffusion-weighted imaging (DWI) ASPECTS (p = 0.012) as independent predictors of MMI. In the derived DASH score, each of the aforementioned predictors of MMI was assigned one point for a total score, which ranged from zero to four. The authors then show that the DASH score correlated to the likelihood of developing MMI.
Kruetzelmann et al. found that the addition of 24-hour NIHSS of at least 22 to DWI lesion volume of at least 78 ml increased the sensitivity of the predictive model from 59 to 79% based on DWI alone without significantly affecting specificity, positive predictive value, or negative predictive value [9] . The use of clinical assessment contrasts this predictive model from the one in the current study, which utilizes only radiographic findings. However, both models utilize neuroimaging features and an aim to distinguish patients presenting with large territory MCA infarcts into those who will versus those who will not develop malignant cerebral edema. Ultimately, this distinction is crucial to optimizing the management of MMI patients, especially with regard to surgical decision making. The ideal predictive model is not only able to accurately identify its target outcome but also able to be easily and practically employed in clinical practice. Therefore, a balance must exist between including too many and too few variables in models designed to predict specific radiologic or clinical outcomes. Whether the use of an ASPECTS cut-off of 7 represents an improvement over its predecessors for predicting MMI remains to be determined pending external validation with larger, more diverse patient populations.
